Injuries to male genitalia are mostly iatrogenic in origin or are due to traffic accidents and are sometimes the result of burns, animal bites, ritual circumcision, gun shots, or self-mutilation \[[@B1]\]. In most penetrating injuries of the male genitalia with foreign bodies, the foreign bodies were self-inserted through the urethra owing to psychiatric illness, sexual curiosity, or sexual practice when intoxicated \[[@B2]\]. Insertion of foreign bodies through the urethra is more common than insertion through other areas of the external genitalia \[[@B3]\]. A complete insertion of a 6-cm long needle through the external genitalia at the penoscrotal junction of the erect penis for sexual curiosity is rare. Here the author reports an unusual incident of self-insertion of a metal needle at the penoscrotal junction and its removal without complications.

CASE REPORT
===========

A 20-year-old-male presented to the emergency department with a history of penetrating injury to the penis by a needle on the same day. The needle was reported to have accidentally pierced the external genitalia at the penoscrotal junction when the penis was erect. There was no history of hematuria. Upon physical examination, the patient was anxious and his vital signs were normal. The caudal end of the needle was just palpable at the penoscrotal junction on local examination.

The results of urinalysis and complete blood examination reports were normal. An X-ray of the pelvis ([Fig. 1](#F1){ref-type="fig"}) showed the needle within the pelvis. Ultrasound examination of the abdomen including the genitalia showed a 6-cm needle piercing the prostate from the root of the penis up to the bladder neck. Because the needle was palpable at the penoscrotal junction and the caudal end of the needle was below the urogenital diaphragm ([Fig. 2](#F2){ref-type="fig"}), an urgent surgical exploration with incision over the palpable end of the needle under fluoroscopic guidance was done. This exploration showed the tip of the caudal end of the needle to be inside the corpus cavernosum at the root of the penis ([Fig. 3](#F3){ref-type="fig"}). The needle was manipulated by holding the caudal end at the penoscrotal junction, which showed that the tip of the needle was in and around the bladder neck by piercing the prostate gland. Endoscopic manipulation was not done in this case. The needle was removed intact through exploration of the bulbous cavernosa ([Fig. 4](#F4){ref-type="fig"}). A pressure dressing was applied to the penis and the patients post operative voiding was normal. When the patient was queried about the possibility of self-insertion because accidental injury would be unlikely to push the needle completely through the external genitalia, the patient was too ashamed to admit the cause and was discharged after 2 days. Later, the patient admitted the motive behind the insertion of the needle as sexual gratification. The surgical wound healed well and mild penile edema was noted in the immediate postoperative period. The edema was reduced by a pressure dressing and no complications such as erectile dysfunction or plaque formation occurred during the 1-year follow up after needle removal.

DISCUSSION
==========

The penis is mobile and is protected by its position, but in the erectile state, it is more prone to injury \[[@B4],[@B5]\]. The presence of a foreign body within the male genitalia is rarely due to an accident and is usually the result of self-insertion for erotic purpose \[[@B6]\]. Most cases of a foreign body in male genitalia can be diagnosed through radiologic studies, and computed tomography or ultrasound examination is usually not necessary \[[@B7]\]. A wide variety of unusual foreign bodies, such as a screw, a wire, and a safety pin have been reported in the urethra and urinary bladder \[[@B8]\]. The most suitable method for removing the foreign body depends on the size and depth of penetration of the object inserted into the genitourinary tract. Whenever possible, minimally invasive techniques for removal should be used. Endoscopic manipulation may be necessary when urethral injury is suspected. In our case, the needle was inserted completely for sexual gratification. Because the caudal end of the needle was palpable and was lying below the urogenital diaphragm, endoscopic manipulation was not necessary in this case. Fluoroscopic guidance was useful, and with limited surgical exploration of the corpus cavernosa, the entire needle was removed intact without complications such as erectile dysfunction or plague formation in the follow-up period. To prevent possible future acts with a similar motive, proper counseling and psychiatric referral is required for such adolescent males who are self-inserters so that an appropriate management plan can be formulated \[[@B9]\].
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